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{E 000} Initial Comments {E 000}

 An Emergency Preparedness Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 494.62.

Survey Dates: 1/31/25

During this Emergency Preparedness desk 

review , Fresenius Medical Care Tri Counties was 

found in compliance with Emergency 

Preparedness Requirements for Medicare and 

Medicaid Participating Providers and Suppliers, 

42 CFR 494.62.

 

{V 000} INITIAL COMMENTS {V 000}

 This visit was for a CORE Federal recertification 

post condition desk review survey of an ESRD 

provider.  

Survey Dates: 1/31/25

Fresenius Medical Care Tri Counties was found 

to be in compliance with the Conditions of 

Coverage 42 CFR 494.
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